| INTRODUCTION
The "chorionic bump" was first described in 2006 by Harris et al 1 as
"an irregular, convex bulge from the choriodecidual surface into the first trimester gestational sac." The prevalence of chorionic bumps appears to be 2 between 1.5 and 7 per 1000 pregnancies, 3 although data are limited. The aetiology of the chorionic bump is uncertain;
however, the evolution of the radiological features on ultrasonography and magnetic resonance imaging has suggested they are likely haematomas 1 and there is some histopathological evidence to support this. 4 , 5 Harris et al 1 also postulated that the chorionic bump may represent a resorbing blighted pregnancy; however, there is at present, no evidence for this theory. The chorionic bump can be distinguished from the subchorionic haemorrhage because they bulge from the choriodecidual surface into the gestational sac; in contrast, the subchorionic haemorrhage separates the chorionic membrane from the decidua. 6 The pilot study conducted by Harris et al 1 suggested that pregnancies with the finding of chorionic bump was associated with a lower live birth rate; however, subsequent studies 2,3,7 have not supported those earlier findings. The rarity of this sonographic finding creates a challenge for large scaled studies and a need for individual cases to be reported. Our case provides another small piece of evidence that the finding of the chorionic bump does not always lead to a poor outcome in pregnancy.
| Case presentation
A 30-year-old primigravida was referred for an obstetric ultrasound to our maternal-fetal medicine laboratory at 8 + 4 weeks of gestation.
Subsequently, three ultrasounds were performed throughout this pregnancy at our laboratory. The first scan reported a single live intrauterine pregnancy corresponding to 9 + 2 weeks gestation. In addition, an avascular hyperechoic mass, arising from the chorion, was seen measuring 24 mm × 19 mm. This mass was in close proximity to the umbilical cord insertion and bulged into the gestational sac (Figures 1 and 2) .
A progress scan was performed at 10 + 3 weeks gestation, and the findings remained unchanged (Figures 3 and 4) . At 12 + 4 weeks gestation, a cell free fetal DNA test was performed, and the results were low risks for trisomy 13, 18, and 21. At the 19 + 3-week morphology scan, the mass appeared largely anechoic with a few hyperechoic areas within and measured 51 mm × 26 mm ( Figure 5 ).
The relationship of the mass with the umbilical cord insertion was still maintained. Fetal biometry and morphology were within normal limits.
The pregnancy progressed without complications. At term, a live baby girl, who weighed 3.1 kg, was born in good condition by an elective caesarean section. A cyst was identified at the amniotic surface of the placenta and histopathology confirmed it was a septal cyst of the placenta ( Figure 6 ).
| DISCUSSION
The association between the finding of the chorionic bump and pregnancy prognosis is still not known for certain. One limitation of attempts to investigate this association is the presence of confounding factors. In the pilot study conducted by Harris et al, 1 2178 sonograms were reviewed, and 15 pregnancies with the chorionic bump between 5.8 to 9.3 weeks of gestation were identified. Within this cohort of 15 cases, six patients had received infertility treatment in the index pregnancy and three in prior pregnancies. The pregnancy outcome was compared with two control groups; each had 15 patients: a "healthy" control group, from the general pregnant population, and an "infertility" control group from the infertility clinic. The maternal age and gestational age of the control groups were matched to the study group.
The results were that the study group had a live birth rate of 47% (7 of 15), and the healthy control group had a statistically significant higher live birth rate of 87% (13 of 15); however, there was no statistically significant difference between the live birth rate of the study group and the infertility control group (11 of 15 live births). This data may suggest that infertility was a confounding factor that contributed to the poorer pregnancy outcome in the study group. Another potential confounder in this pilot study was that 6 out of 15 women in the study group experienced vaginal bleeding. Subsequently, four of these women had first trimester miscarriages, one a second-trimester mis- that four pregnancies in the study group had more than two chorionic bumps, and these pregnancies all resulted in demise. They also noted that four patients had a history of coagulation disorder, and three of them went on to have live births. This data suggested that the chorionic bump is not necessarily associated with poor outcome in pregnancies with otherwise normal first trimester sonographic findings.
Later that year, Arleo, Dunning, and Troiano 7 published a systematic review and meta-analysis that combined the data from the two studies previously described, and another retrospective case-control study by Sana et al, 2 which included 57 cases with the chorionic bump.
In this meta-analysis, a subset analysis was conducted on pregnancies that were otherwise normal and found the live birth rate was 83%. were blinded to all patient information (including chromosomal testing result and pregnancy outcomes) retrospectively reviewed all patients' ultrasound images for the presence or absence of chorionic bumps.
A chorionic bump was identified in 16 patients, and there was good intraobserver and interobserver agreement for the diagnosis. 117 (17%) fetuses were aneuploidy, of which five had a chorionic bump (4%). The risk of aneuploidy in the presence of a chorionic bump was higher than in its absence; however, this was not statistically significant.
There are several unique and interesting features in our case.
First, the chorionic bump persisted throughout the pregnancy, which continued to term. Second, a healthy baby was born despite the persistence of the chorionic bump. Third, the chorionic bump developed into a cyst.
At the caesarean section, a large cyst of the placenta was seen, but unfortunately, no macroscopic measurement was obtained 
| CONCLUSION
The current data suggests that given the presence of normal first trimester sonographic findings (yolk sac, gestational sac, fetal heart motion), the presence of only one chorionic bump, and the absence of fertility treatment and vaginal bleeding, we can offer reassurance to our patients that the chorionic bump is likely to resolve by 12 weeks of gestation and there is a high chance of live birth. However, to understand the true prognosis of pregnancies with the first trimester ultrasound finding of the chorionic bump, prospective data from the general population are needed.
